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Diabetic fibrous mastopathy

Lakshmanan R, Clarke M ], Putti T C

ABSTRACT

Diabetic fibrous mastopathy is reported in a
37-year-old premenopausal woman. A known
case of insulin-dependent diabetes mellitus,
she presented with bilateral hard breast
lumps, which were suggestive of malighancy
on both ultrasonography and mammography.
Fine-needle aspiration cytology and core
biopsy showed fibrosis. An incisional biopsy
further excluded malignancy and was
conclusive for diabetic fibrous mastopathy.
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INTRODUCTION

Diabetic fibrous mastopathy (DFM) is an uncommon
pathology of the breast that presents classically in pre-
menopausal women with insulin-dependent diabetes
mellitus (IDDM). The clinical presentation and
radiological features closely mimic that of carcinoma
of the breast. Awareness of this entity is important in
the multidisciplinary team of surgeons, radiologists and
pathologists managing the patient with breast disease.
Proper diagnosis also helps to alleviate anxiety and
unnecessary invasive procedures to exclude malignancy.

CASE REPORT

A 37-year-old woman presented with bilateral
breast lumps of three years’ duration. She had IDDM
for a period of 26 years, complicated by bilateral
focal maculopathy. She was referred to us after
ultrasonography of the breasts revealed bilateral
hypoechoic masses with ill-defined margins in the
subareolar region.The masses demonstrated posterior
acoustic shadowing (Fig. 1). Measurement of the lesions
was 45 mm x 40 mm, and 27 mm X 42 mm, in the right
and left breasts, respectively. Mammography showed
bilateral dense glandular tissue with no significant
features of malignancy (Fig. 2). Clinical examination
revealed bilateral hard subareolar masses measuring
4 cm in diameter. An initial fine-needle aspiration
cytology (FNAC) performed showed that there was
difficulty withdrawing and advancing the needle from
the “rock hard” breast mass. The resultant cytology
was insufficient to make a diagnosis. Core biopsy of

Fig. | Ultrasonographical image of the left breast shows
posterior acoustical shadowing.

Fig. 2 Bilateral mammograms show dense breast tissue with
no evidence of malignancy.
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Fig. 3 Photomicrograph shows perilymphocytic inﬁltratiohr;
(Haematoxylin & eosin, x 200).



Fig. 4 Photomicrograph shows epithelioid myofibroblasts
(Haematoxylin & eosin, x 400).

both lesions showed fibrosis in the right breast and
only adipose tissue in the left. In view of the clinical
predicament of the inability to exclude malignancy,
a decision was made for open biopsy of the bilateral
breast lumps. Incisional biopsy of both lesions showed
lymphocytic lobulitis/ductulitis, perivascular lymphocytic
infiltrate (Fig. 3) and stromal myofibroblasts (Fig. 4)
consistent with DFM.

DISCUSSION

DFM represents an entity that is seen predominantly
in premenopausal women with long standing IDDM.
They are rarely seen in postmenopausal or NIDDM
patients, as evidenced by the scarce case reports
available. The incidence of DFM in women
with longstanding IDDM is about 13%.0
About 60% of DFM tend to be bilateral, have a
predilection for the subareolar region,® and recur
after surgical excision.®» Mammographical features
are usually unremarkable in DFM due to the presence
of dense breast tissue. Ultrasonography shows an
irregular hypoechoic mass with posterior acoustic
shadowing,® consistent with our case report. Attenuation
increases in proportion to the percentage of fibrous
tissue® and the finding of strong acoustic shadowing
is in keeping with the diagnosis of DFM. It needs to
be highlighted that these ultrasonographical features
are also characteristically seen in malignant breast
disease. Recent literature propose that magnetic
resonance (MR) imaging features of DFM show
absence of enhancing mass with non-specific stromal
enhancement as opposed to carcinoma where there
is a presence of an avidly-enhancing focal mass with
irregular margins.© However, MR imaging features are
not specific to DFM and may be difficult to differentiate
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from malignancy without biopsy.” The surgeon would
require a histological diagnosis to exclude malignancy.
On FNAC, the needle characteristically encounters an
unusually firm, hard resistance.?® Cytology usually
yields benign ductal epithelium with a moderate amount
of peculiar-appearing, dense, hyalinised fibrous tissue.?®
We often receive a report of “insufficient cellular
material” for evaluation, another characteristic of DFM
having a paucity of cellular material.®¥ The awareness
of the clinical presentation, the imaging features
and the cytological features are sufficient to diagnose
DFM without the need for an excision biopsy.®
The pathological features of DFM showed lymphocytic
lobulitis
(predominantly B cell), and dense keloid-like fibrosis.

and ductulitis, lymphocytic vasculitis
The patient, demonstrating a complete constellation of
pathological findings including: (1) dense fibrosis with
lymphocytic ductulitis and lobulitis, (2) lymphocytic
vasculitis, and (3) epithelioid fibroblasts, was found
to be uniformly suffering from long-standing IDDM.®
This correlates with our patient. This paper also
found that the immunophenotype of the chronic
inflammatory cell infiltrate in DFM was composed
primarily of B-cells which differs from the primarily
T-cell infiltrate found in patients with other types of
mastitis. An association between autoimmune diseases,
such as IDDM, thyroid disease, and connective tissue
abnormalities, have been noted.!? It is also interesting
to note that while normal non-lactating breast
epithelium lacks major histocompatibility complex
class II products, they are seen in the epithelium of
inflamed lobules.®” These inflamed lobules resemble
lympho-epithelial lesions seen in other autoimmune
diseases.

The publications on DFM have been few and
there has been no standard protocol for the long-term
management of these patients. One of the articles
suggested yearly ultrasonography and FNAC if a patient
is between 25 and 30 years of age. If she is older
than 30 years and DFM is confirmed on histology,
then yearly physical examination, mammographic
and ultrasonographic examinations are recommended.
However, as it has been noted that the number and
size of DFM usually increases as the patient grows
older, it is recommended that serial FNACs or core
biopsies are performed on these new lesions to
ensure that they are not malignant lesions.'D Tt is
not recommended to perform open excisional biopsy
if clinical and radiological features are suggestive
of DFM.(12

In conclusion, the multidisciplinary units of
breast physicians need to be aware of this entity.
Correlation needs to be made with respect to the
patient’s significant long-term history of IDDM



and confirmation with core biopsy. DFM is not a pre-
malignant disease. Therefore, open surgical procedures
to exclude malignancy should be avoided.
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